
CHICAGO NEUROLOGICAL SOCIETY. 

January 28, 1904. 

The President, Dr. Sidney Kuh, in the Chair. 

A Case of Paraplegia.—Dr. Charles H. Lodor presented tiiis case. 
The patient was a male, forty-two years of age, and up to a year ago 
had been able-bodied and a hard manual laborer. He had no antecedent 
history bearing upon his condition and his heredity was good. His 
father was still living at the age of eighty-four. His mother died in 
child-birth. Two sisters were living. One sister died of supposed 
spinal trouble. A year ago he began having cramps, and thought he 
had rheumatism, as his legs were growing stiff. With this stiffness he 
noticed a very strong inclination to rise on his toes, and if walking 
fast, to grow rigid. The condition was more manifest when he became 
cold. For the past twelve to fourteen months the stiffness has been 
progressing, until now he has very little motor force in the legs, and is 
beginning to lose power in the arms. He has no disorder of sensation, 
and for one in his station, is unusually acute in distinguishing between 
heat and cold, and in locating the slightest touch anywhere on his 
body. His muscular sense was good. He has no visual disturbance. 
The patellar reflexes are much increased. A week ago he was left 
in his bathtub too long, and grew so rigid that he could not be bent, 
but was carried like a bar to his bed. In bringing him before the 
Society a slight jar stiffened him so that he had to be carried. The 
patient was unable to cross his legs. While the hands showed some 
loss of power, his grip was good. He has ankle clonus. There is not 
a particle of tremor or staggering. The eyes and all cranial nerves 
are normal. The peculiarity of the case is the rapidity of the develop¬ 
ment. There are no trophic symptoms, no pain and no paresthesia. 
He has had painful cramps, he says. He urinates without difficulty, 
and the sexual powers are present. The upper reflexes are not exag¬ 
gerated. He has had no gastric symptoms and has had a good appetite 
all the time. 

There is no heredity and no specific history. The two chief features 
are the rapid onset and the spasticity. He can be stood on his toes 
very readily, and only relaxes when fatigue comes on. 

Dr. Lodor thought the case was one of true spastic paraplegia, a 
paraplegia from involvement of the motor tracts alone. Of the five 
cases of supposed spastic paraplegia which he had seen long enough to 
follow through prolonged periods, two were certainly mistakes in diag¬ 
nosis. and the others are still under consideration. We have so few 
records of pure spastic paraplegia that have come to necropsy, that all 
such cases must be held under judgment until proved, as many cases 
have been shown to be multiple sclerosis, or some other form of disease. 
In the month this man had been under Dr. Lodor’s observation, the 
symptoms had shown rapid advancement, and so far as could be 
ascertained, the condition of the patient had grown steadily worse for 
the past fourteen months, and at no time had there appeared any 
periods of remission in the progress of the disease or any periods of 
exacerbation. 

Dr. Patrick said that there was another possibility in the case. 
Pic certainly should hot wish to make a positive diagnosis; but for 
nearly two years he had been particularly interested in a certain form 
of degeneration; not lateral sclerosis as occurs in paresis and without 
it, but the subacute or more rapid forms, such as occur in the course ol 
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pernicious anemia, etc., and which are now known to occur without 
anemia, or in the simple forms of the same. He thought he had seen 
eight or ten cases in the past year and a half; cases of compound 
degeneration; cases that ran their course in one to three years. He 
could not say of his own cases that they ran their course in three 
years, for he had not followed them, except the fatal cases which were 
not of so long duration. But similar cases have been known to run 
as long as four years. The lesion in these cases is a compound lateral 
and posterior degeneration, more rapid than the extremely chronic 
cases like tabes and multiple sclerosis, and not so rapid as acute 
myelitis and inflammatory lesions, but sufficiently rapid to show disin¬ 
tegration of the nerve fibers in parts of the affected areas at necropsy. 
The cases vary exceedingly in symptomatology. The degeneration in 
some seems to begin in the lateral columns, and in others in the pos¬ 
terior columns, so that in the beginning the case may simulate tabes 
or spastic paraplegia. 

Dr. Lodor said that no case had been recorded that did not show 
some sensory disturbance early, or concomitant with the motor 
symptoms, and that he did not think that sensory symptoms were 
discovered at first objectively. 

Dr. Patrick said the possibility ought to be mentioned because 
the case was unusual, and we must not bind ourselves too closely to 
types. It is only two years that he had been acquainted with these 
cases as he should be, and he now recognized cases that he had seen 
before and which puzzled him, and in which he had not made a diag¬ 
nosis because there was no pernicious anemia present. 

Because the picture is not complete we should not be afraid to 
make the diagnosis. He would not say the above is true of Dr. 
Lodor’s case. 

Dr. Lodor said he had toxemia in mind. There was no blood 
change. The blood count was high. The patient’s general health had 
been good all the time until lately, when he had been restricted in his 
exercises. Dr. Lodor held to the opinion that it was one of the few 
rare cases of lateral sclerosis, although the rapid development and 
perhaps the patient’s age were both against the diagnosis. 

Dr. Patrick said there were several interesting phases in this 
case reported aside from the functional complication, noticeably, the 
almost bilateral character of the complaint from the first. Bilateral 
tabes is quite unusual. 

In discussing the Argyll-Robertson pupil, Dr. Patrick said that 
he thought that neurologists used this term as synonymous with reflex 
iridoplegia, and that no particular attention was paid to the size of 
the pupil, while opthalmologists always meant by the above term, a 
pin point or small pupil. 

A Case of Superior Tabes.—This was exhibited by Dr. Patrick. The 
patient, a man, was thirty-eight years of age. He has been married 
four years. The marriage has been childless, although the wife mis¬ 
carried once at two months. Seventeen years ago he was exposed 
much to the wet and cold. Twenty.years ago he had a urethral dis¬ 
charge, though no sores. His habits have been good regarding alcohol 
and tobacco. In 1892 he received a severe electric shock, was uncon¬ 
scious about two hours, and for two months he was generally disabled. 
He fell 16 to 18 feet, which perhaps accounted for the unconsciousness, 
aside from the shock. In 1895 he seemed to fail generally in health, 
but recovered in general health in 1900. At the same time vision began 
to fail, and in three months this impairment had progressed to quantita¬ 
tive vision for both eyes. Within three months the sight had become 
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so bad that he could just count fingers. That was a year ago in July. 
He went to Highland Park to do some work on a telephone, having 
completed which he started home and became suddenly blind. He sat 
down on the sidewalk until some one came along to take him home. 

Dr. Patrick said when he looked over the statement Dr. Heck had 
kindly prepared, several things seemed to suggest functional disease, 
and this sudden loss of vision might be construed as an intimation of 
the same sort of trouble. That was in 1902. It lasted from four to 
six weeks. 

The patient had extreme pain in both sides of the entire face; so 
severe he could not sleep at night. He was told it was neuralgia from 
bad teeth, and had all taken out—twenty-two. The pain left gradually. 
The eyesight was good with glasses until last July. At the same time 
he noticed a little place on the forehead where the skin felt stiff and 
not natural. When stuck with a pin he could not feel it. This gradually 
spread along the left side, around the eye, corner of mouth and down 
over side of chin, and the face is now completely anesthetic from the 
crown down around the chin. The advance of anesthesia and analgesia 
over the lips and chin had occupied six weeks. He had some little 
difficulty in swallowing, and occasionally choked. His description is 
suggestive of laryngeal crisis, caused by irritation of the food. 

Another peculiar symptom is his extreme sensitiveness to a bath; 
no aversion, but an extreme sensitiveness of the skin, which appeared 
about last July. He can tell the difference between hot and cold water on 
his face, but it is only the body and legs which are so sensitive to 
water. 

Dr. Patrick said, in passing, that he had known several cases of 
tabes where there was a great hyperesthesia to cold water. 

The patient had great sensitiveness to light. Dr. Patrick had seen 
once or twice that early in the failure of vision that there seemed to be 
hypersensitiveness to light. 

Dr. Patrick’s patient has bilateral analgesia in the area of fifth 
nerve; good co-ordination. The patellar reflexes present, the gait 
normal. The supraorbital reflex is absent on each side. The eye 
muscles are normal, the pupils somewhat irregular. He has a typical 
Argyll-Robertson pupil. He may have hippus, but it is question whether 
it is not connected more or less with an involuntary accommodation. 
In looking at a distance, he looks at one thing and another, and it 
may affect the pupil. It was thought at one examination he had an 
iridonlegic pupillary contraction, but that was also due to accommoda¬ 
tion. The tongue is tremulous. Articulation and deglutition are good. 
Anesthesia, however, involves the tongue; the pharynx was not ex¬ 
amined. There is analgesia in the oral cavity, but not anesthesia. The 
patient says the inside of the mouth feels like wool or sponge, and food 
does not feel natural. His taste varies. Occasionally he has difficulty 
in swallowing. 


